The cesarean section (CS) rate are increasing. In an attempt to reduce CS rates, a mighty effort is being made to offer eligible women the opportunity to attempt vaginal birth after cesarean (VBAC). We sought to evaluate the impact of early amniotomy on VBAC success. STUDY DESIGN: Case-control study using MFMU Cesarean Registry. Women included had singleton pregnancy, prior cesarean attempting VBAC, and induction of labor with amniotomy (AROM). Cases were defined as subjects with VBAC, controls with unsuccessful VBAC (nVBAC). Early AROM defined as amniotomy at <4cm. We also assessed impact of amniotomy at <6cm given new labor curves (AROM<6). Demographic and obstetric characteristics were compared using Student's T-test, Fisher's exact, and Wilcoxon ranksum as appropriate. Multivariate logistic regression performed to control for confounding. RESULTS: Of the 1490 women included, 1134 (767.11%) had VBAC. VBAC women were more likely to have a lower BMI, prior vaginal delivery, be augmented with Pitocin and have prenatal care (Table 1) . nVBAC women were more likely to be African American, on Medicaid, have obstetric complications and be induced at >40 weeks (Table 1) .
OBJECTIVE:
The cesarean section (CS) rate are increasing. In an attempt to reduce CS rates, a mighty effort is being made to offer eligible women the opportunity to attempt vaginal birth after cesarean (VBAC). We sought to evaluate the impact of early amniotomy on VBAC success. STUDY DESIGN: Case-control study using MFMU Cesarean Registry. Women included had singleton pregnancy, prior cesarean attempting VBAC, and induction of labor with amniotomy (AROM). Cases were defined as subjects with VBAC, controls with unsuccessful VBAC (nVBAC). Early AROM defined as amniotomy at <4cm. We also assessed impact of amniotomy at <6cm given new labor curves (AROM<6). Demographic and obstetric characteristics were compared using Student's T-test, Fisher's exact, and Wilcoxon ranksum as appropriate. Multivariate logistic regression performed to control for confounding. RESULTS: Of the 1490 women included, 1134 (767.11%) had VBAC. VBAC women were more likely to have a lower BMI, prior vaginal delivery, be augmented with Pitocin and have prenatal care (Table 1) . nVBAC women were more likely to be African American, on Medicaid, have obstetric complications and be induced at >40 weeks (Table 1) .
VBAC women had early AROM 59.5% of the time vs 63.2% in nVBAC (p¼0.24). AROM<6 also did not differ (91.2% vs 89.3%, p¼0.30). When controlling for confounders, early amniotomy was associated with a 34% reduction in likelihood of VBAC (p<0.01). AROM<6 was not associated with increased odds of nVBAC (AOR 0.93, 95% CI 0.57-1.53). Of note, women who had early amniotomy did not have higher rates of chorioamnionitis (2.8% vs 2.9%, p>0.99). CONCLUSION: In an effort to reduce the CS rate, understanding factors that impact success rate of VBAC is critical. Unlike data from nulliparous women, induction with early amniotomy does not appear to increase the likelihood of VBAC. Harbor-UCLA Medical Center, Torrance, CA OBJECTIVE: Although standards for arrest of second stage labor have been established, there remains controversy as to the definition of "normal", effects of epidural, and whether a "labor down" is included in second stage duration. The frequency of uterine contractions may vary, and often patients push every-other contraction to prevent fetal acidosis. As the primary factor for descent and delivery is maternal pushing, we sought to quantify the number of pushes needed for a spontaneous vaginal delivery (SVD) among primipara and multipara patients. STUDY DESIGN: Deliveries at Harbor-UCLA Med Ctr in 2017 were selected for SVD of singleton, term newborns. Following IRB approval, data for the first 100 primipara and 100 multipara deliveries were analyzed, using PowerChart for maternal demographic data, obstetric details and newborn outcome. FetaLink monitor tracings were reviewed to quantify maternal pushing efforts, identified by patterns on toco or IUPC recordings. Statistical analysis was performed for comparison of pushes for primipara and multipara women (unpaired t-test), and the effects of increasing parity, use of epidural, and increasing birth weight (ANOVA). RESULTS: Primipara women required significantly more pushes than did multiparas (meanAESEM) (17.3AE1.7 vs 5.5AE0.7 pushes; p<0.001) in accord with a longer second stage (86.7AE7.8 vs 27.2AE4.9 min; p<0.001). The 95%ile for primipara pushes was markedly greater than that for multipara (53.7 vs 14.9 pushes). Compared to para 1, para 2 patients required a reduced number of pushes (7.5 vs 4.1 pushes), though there was no further decrease with increasing parity. The use of epidural was associated with greater pushes among both primiparas (18.5AE1.8 vs 10.8AE0.8) and multiparas (6.1AE 0.8 vs 4.1AE0.3). Newborn weight (<3000, 3000-3500, >3500 g) demonstrated a trend for increased pushes among primipara (16.9, 16.5, 19 .8 pushes, respectively) though not multiparas (3.8, 6.5, 5.0 pushes, respectively). CONCLUSION: The redefinition of the second stage of labor by number of pushes can provide a useful measure for clinicians, nurses and patients. Although correlated with the absolute duration of the second stage, the number of pushes eliminates ambiguities of "labor down", pushing every-other, and frequency of contractions. Examination of larger data bases and patients with second stage "arrest disorders" may provide criteria for successful SVD and prevention of morbidity.
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